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On a bad day my definition of quality improvement reflects the sentiments of Denis Healey, who said that problems are never solved, merely altered.' This, somewhat cynical, view perhaps reflects the experiences of many practitioners rather than the more well known rallying calls of the quality gurus. But on reflection, quality improvement rarely guarantees end points or solutions. It, too, emphasises the importance of movement towards a desired state, something which depends on common goals, and people working together, trusting one another, valuing contributions, and having the right information to make decisions.
Achievements with quality improvements therefore will manifest themselves as much in changes in behaviour, attitudes, and communications as in actual clinical practice. However, five years' experience working with the Royal College of Nursing's Dynamic Quality Improvement Programme has taught quality improvement is fragile and often elusive. It cannot be prescribed or conscripted into an organisation; its presence is more likened to work of the spirit than the application of the law.
Why quality improvement It is this rather ephemeral aspect of quality which may explain why in health care we keep changing the terminology. Once everyone talked about professional standards of carethose implicit value laden notions which carried with them both the moral requirements of the practitioner as well as his or her technical competence. The steady move towards focusing on technical competence is well documented, during this time the generic term standards of care gave way to more technology based terms such as accreditation,2 utilisation review,3 and audit. 4 Although these terms all perported to be evaluating the quality of patient care they differed in their underlying assumptions, methodologies, and mechanisms for implementation. The most recent set of concepts and terms have embraced total quality management5 and quality improvement.6`8 To understand the key elements distinguishing quality improvement from other terms such as quality control, audit, or accreditation it is useful to look at developments within industry.
Conceptual models of quality in industry Harvey described three distinct phases of development that have taken place in industry and which have direct parallels in health care (box) .' Quality at an individual level reflects the traditional craft based approach to work in which individuals were responsible for each step of the Deming cycle'0 -namely, planning the work, doing it, checking on it, and taking action to correct any deficiencies. The model is familiar to those in professional practice and has been successful in promoting excellence. However, it is labour intensive and requires a long appprenticeship. It is also based on the notion of developing individual expertise and does not focus on teamwork.
The model of quality at an individual level gave way to the more technocratic approachnamely, quality through inspection. From its origins in the scientific management movement led by Taylor" at the beginning of the twentieth century, work began to be separated out: different external evaluators were responsible for quality and workers were responsible for one process only. Although this approach solved the problems of long apprenticeship and of meeting increasing demands for products, it soon led to reduced performance and low morale. Interestingly, while this approach was still being widely used the Horder committee in 1942 recommended its introduction to nursing practice.'2 The separation of nursing into several discrete tasks is still much debated.
The most recent development has been the growth of the collaborative model of quality. Its underpinning principles include emphasis on the effective work of teams rather than individuals and reorientation towards synthesising the planning, doing, checking, and actioning of work. This philosophy has been embraced by total quality management (TQM) and continuous quality improvement (CQI) and its derivatives. Its hallmarks are in developing humane work systems and investing in people. Harvey.9 (now the Dynamic Quality Improvement Programme). In 1987 the college stated how it was going to encourage the introduction and use of quality concepts to improve nursing practice. In setting out the conceptual framework for its quality assurance programme, 12a the college made a firm commitment to involve practitioners directly in setting and auditing their own standards and in encouraging local ownership and control of these activities. It also endorsed an organisational system which devolved power to local level, was driven by local standard setting or quality improvement groups, and supported by trained facilitators. In the late 1980s this was a radical departure from the more inspection based nursing quality assurance systems being used (preformulated tools such as Monitor,'3 Qualpacs,'4 and the Phaneuf audit.'5 A major educational programme had to be set up to help nursing departments take on this new philosophy and methodology.8 By the late 1 980s the college's quality improvement approach was reported to be used in over half the district health authorities in the United Kingdom.lsa The Audit Commission recommended its use as one method of auditing nursing standards,'6 17 and recently a three and a half year evaluation study of the effect of local standard setting and audit on nursing actions and patient outcomes reported significant improvements.'8 '9 Despite this evidence several issues exist which if not recognised and dealt with, will undermine any potential benefits brought about by involvement in quality improvement activity.
How quality improvement systems work Two key factors seem to be essential to success in improving quality: getting appropriate groups of clinical staff together to set, audit, and evaluate their care and having that process supported by a trained facilitator. The steps around the quality improvement/audit cycle are now well accepted (figure), but the college's programme emphasises the need for the team of practitioners to be involved in each of those steps personally and to manage the behavioural and attitudinal changes that need to occur before practice changes.
Because staff have been involved in setting and auditing their own standards the commitment to take action after data analysis tends to be greater. In fact, both experience and reserch indicate that improvement in practice often happens when a team begins to look more thoroughly at a particular area of care.'8-21 Auditing acts as a validator of that activity and can outline other areas for further work. The closing of the audit loop22 is therefore more likely to occur when groups have been involved in each step.
The importance of successfully moving around each step of the audit cycle has been identified by several authors. 23 investigation. This may reflect quite profound differences in methodological perspectives and ways of interpreting patient care. However, within the framework of quality improvement it is these very differences which need to be synthesised in order to achieve a complete picture of the process of care delivered to patients. Therefore the creative tension existing between members of the health care team when they come together to discuss topics for quality improvement must be harnessed. Managing the dialogue, sorting out the group dynamics, helping individuals become team players are complex tasks. In reality quality groups are usually left to muddle through as best as they can. This whole area of facilitating effective group work is an important dimension in successful quality improvement initiatives.
Evidence for quality improvement A general rule should be that one source of evidence alone should not be seen as sufficient to indicate improvement. Thus we should be as sceptical of a set of statistics showing improvements without descriptions of actual change as we should be aware of descriptions without numerical data. The ODySSSy project illustrates this point .18 19 In this quasiexperimental design the nursing management of postoperative pain in five wards setting standards was compared with that in five matched control wards. Three of the experimental wards over the study period (12 months) showed an improvement in patients' pain scores whereas two experimental wards and none of the control wards showed similar improvements. These data were collected by members of the research team and were independent of the local audits undertaken by staff themselves. While the local audits showed that more patients were using pain assessment charts in the three wards in which improvements were recorded by the research data they also recorded an improvement in one of the two experimental wards not showing an improvement according to the research data. Such findings raise fundamental questions about the reliability of local audits, their timing, and the sustained effects of improvements alleged to have been achieved in practice. 30 More interestingly, when the process data (on group activity and dynamics) from the five experimental wards were compared with the results on patient outcomes very strong patterns of staff motivation and related patient pain scores were detected. In other words, when staff were highly motivated and keen about their task within the group more patients reported low pain ratings on graphic rating scales administered on the third postoperative day. Conversely, when staff were demotivated patients' pain scores increased. '7 This would seem to indicate that certain process measures of how the group is working may be quite sensitive indicators of patient experiences. Using process data to inform outcome results is seen as important for further exploration.
Data collection and review techniques
The message of quality improvement is that it combines good teamwork and motivation with well developed skills in statistical analysis and detecting variations in practice over and above normal limits. The importance of laying down good data systems, informed by scientifically based practice guidelines or standards, is a pressing need for all groups. By involving local practitioners in this activity the conventional wisdom can be compared with the scientific evidence. Where the two are in discord then by the fact that a dialogue has been established through quality improvement, there is a greater rather than a lesser chance of practitioners taking on new ways of doing things.
Precursors to success Quality improvement is both a philosophy and a methodology. It is important to locate oneself, one's colleagues, and one's organisation in the conceptual framework defining approaches to quality. In what way is quality improvement viewed in an organisation? Does one group resist it because it is perceived as an inspection model? How can the vision for quality as collaboration and involvement be spread? Can we cope with the consequences of this message in terms of breaking down hieararchies, encouraging greater teamwork, and of group problem solving?
The organizational structure set up to support quality improvement must be clear and not hierarchical: leaders for quality have to be identified and supported; interdependencies acknowledged; and common goals emphasised, reducing the areas for division and discord. The mechanics of quality improvement -selecting topics, analysing processes, and setting and auditing new standards -must be communicated to everyone within the organisation using the same terminology and the same basic techniques. All of this new activity must be supported by trained agents of change or facilitators who know how to get the best out of groups. And finally the best incentive for improvement is to ensure regular feedback of those successes -how things improve for the patient, for the staff, and for the organisation. When quality improvement is progressing well there should be no losers.
